PATIENT, a male, aged 29. In 1917, while serving in German East Africa, he contracted malaria. After three months with malaria, he had a particularly severe attack with unconsciousness and delirium. About this time the symptoms of diabetes insipidus came on. The onset was sudden and marked with the usual symptoms of severe thirst and polyuria. Shortly after this he noticed that his pubic hair was falling out, and this soon disappeared. The axillary hair also disappeared, and the growth on his face which had previously required shaving every other day, at the most required shaving only once a week.
PATIENT, a male, aged 29. In 1917, while serving in German East Africa, he contracted malaria. After three months with malaria, he had a particularly severe attack with unconsciousness and delirium. About this time the symptoms of diabetes insipidus came on. The onset was sudden and marked with the usual symptoms of severe thirst and polyuria. Shortly after this he noticed that his pubic hair was falling out, and this soon disappeared. The axillary hair also disappeared, and the growth on his face which had previously required shaving every other day, at the most required shaving only once a week.
Before the onset of the illness he had been normal in every way. Now he looks very young for his age. The hair on the face is very scanty, and the eyebrows are distinctly sparse. The hair on the scalp is normal. There is no hair in the axillh or on the pubes. The testes are infantile in size, but testicular sensation is present. Sexual activity has almost entirely disappeared. He is thin and easily tired, and the skin is rather dry. He suffers from typical diabetes insipidus. An X-ray photograph of the pituitary fossa does not show any abnormality. The Wassermann reaction is negative.
Injections of pituitrin given hypodermically relieve the polyuria. He takes as a rule 1 c.c. before going to bed, and so gets a night's rest undisturbed. This appears to be a case with a lesion of the posterior lobe of the pituitary body, no doubt due to the attack of malaria, which was of the cerebral type. The improvement under pituitrin suggests the likelihood of this localization. The pre-puberty condition to which he has returned seems to indicate that the rest of the pituitary body has been affected as well.
Dr. F. PARKES WEBER remarked that the association of diabetes insipidus with alopecia was most unusual, although both alopecia totalis and alopecia areata were sometimes more or less connected with nervous diseases or nervous shocks. He (Dr. Weber) was not astonished to hear that nothing abnormal in the region of the pituitary fossa could be detected by X-ray examination of the base of the skull, nor was anything abnormal seen in a case of diabetes insipidus recorded by Dr. Weber in 1916.1 The patient in that case was a man, aged 37, who suddenly developed diabetes insipidus about two years before his death (from pulmonary tuberculosis). At the necropsy the pituitary fossa was found to be not much, if at all, enlarged, but the posterior lobe was I F. Parkes Weber and H. Schmidt, American Journal Medical Sciences, Philadelphia, 1916, clii, p. 892.
AU-CL 1 [March 14, 1924. relatively enlarged and of a yellowish-brownish colour, and on microscopical examination was seen to contain large clumps of cells resembling xanthoma cells, which doubtless gave it its peculiar colour, reminding one of the colour of the suprarenacortex. Some would probably go so far as to name the condition in that case one of " xanthoma of the posterior lobe of the pituitary gland." He (Dr. Weber) had not heard of any other case in which a similar condition was found at the necropsy.
In the present case shown by Dr. East he suggested that a pituitary preparation made from both posterior and anterior lobe8 should be tried, for defective action of the anterior lobe (hypopituitarism) might be a causal factor in the patient's alopecia.
Congenital Absence of Sternal Portion of the Pectoralis Major.
By DOUGLAS FIRTH, M.D.
THE patient is a boy, aged 11, with absence of the sternal portion of the left pectoralis major. The condition was only discovered a few months ago, when the boy was sent to hospital for slight scoliosis.
Congenital absence of sternal portion of (left) pectoralis major. (Dr. Hobbs' case.) Dr. F. B. HOBBS called attention to the X-ray appearance of the chest in such cases. He said that from the fact that a thick layer of muscle was absent, it was obvious that the rays were able to penetrate the chest with greater facility on the affected side, so that the radiogram showed a marked difference in density between the two sides. Unless this condition was kept in mind one might be led to conclude that the relatively dense shadows on the normal side'were indicative of some pathological change. He said he had recently seen a case in which the radiographer had reported: " Increased opacity right side, suggests tuberculous disease." a It was obvious, however, that the difference in appearance in the radiogram on the two sides was entirely due to the absence on the left side of the sternal portion of the
